TCTAP C-153 Intracoronary Imaging to Guide PCI  by Khan, Sohail Q.
J O U R N A L O F T H E A M E R I C A N C O L L E G E O F C A R D I O L O G Y , V O L . 6 5 , N O . 1 7 , S U P P L S , 2 0 1 5 S341TCTAP C-153
Intracoronary Imaging to Guide PCI
Sohail Q. Khan1
1University Hospitals Birmingham, United Kingdom
[CLINICAL INFORMATION]
Patient initials or identiﬁer number. DM
Relevant clinical history and physical exam. A gentleman in his mid-60s
was referred directly to the cardiology cath labs with a 2 hour history
of sudden onset severe central chest pain.
His main risk factor was a positive smoking history. Examination
ﬁndings revealed a baseline tachycardia with normal blood pressure
and heart sounds.
Relevant test results prior to catheterization. His 12 lead ECG showed
STsegment elevation in the anterior chest leads. He was diagnosed as
an acute STEMI and loaded with aspirin 300mg and Prasugrel 60mg.
Relevant catheterization ﬁndings. Urgent coronary angiography was
performed from the right radial approach and showed minor atheroma
in the left main stemt here was a long calciﬁed segment of proximal
LAD disease with presence of thrombus with TIMI 2 ﬂow. The
circumﬂex was non-dominant and had minoratheroma, the right
coronary artery was dominant with minor atheroma.[INTERVENTIONAL MANAGEMENT]
Procedural step. Given the ﬁnding of reduced LAD ﬂow I proceeded to
PCI of the LAD. A 6F Voda 3.5 guide was used and a runthrough wire
passed to the distal LAD. Successful aspiration was performed with an
export catheter. Predilatation was undertaken because of calciﬁcation
with a 2.5 x 15 balloon with good expansion. A 3.5 x20mm Promus
Premier drug-eluting stent was deployed and post-dilated with a
3.5mm non-compliant balloon to high pressure. There was a small
edge dissection noted distal to the stented segment which was
covered with an overlapping 3 x12mm Promus Premier. There was a
good ﬁnal angiographic result and chest pain settled and ECG
normalized. The case was covered with heparin and integrillin. After 2
hours the patient had further chest pain with increasing ST segment
elevation on his ECG. He was therefore brought back to the cath lab for
urgent repeat angiography which showed an occluded LAD after the
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wired with a run-through and I predilated the occluded segment with
a 2.5 balloon to establish TIMI 2 ﬂow. There was heavy clot burden but
no obvious edge dissection noted. IVUS of the LAD did not show any
obvious edge dissection but OFDI showed a clear dissection of 9.3mm
at the distal edge of the stent. This was then covered with a further
overlapping Promus DES 3.0x16mm stent. Post OFDI imaging revealed
a well apposed stent throughout the stented segment.Case Summary. Acute stent thrombosisis deﬁned as a thrombosis
episode within 24 hours of stent implantation in our case it was due to
an edge dissection. IVUS has traditionally been used to diagnose edge
dissection but has low resolution (100mm). OFDI has superior reso-
lution (10mm) therefore in cases where an edge dissection is sus-
pected OFDI may be a considered as a better imaging modality. There
is however concern that the high injection pressure required for OFDI
imaging may extend any dissection ﬂap. OFDI quite clearly showed
the edge dissection which was successfully covered with a further
stent. This patient had an uncomplicated stay and was successfully
discharged home.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. FDL
Relevant clinical history and physical exam. A 60 years old man with a
long history of chest pain was admitted to our hospital in July 2013. 4
years ago, he underwent CAG in the local hospital. CAG revealed a
myocardial bridge in the distal LAD, with 60% systolic narrowing of
the LAD(Figure 1A,1B).A 3.0*29mm Firebird stent was deployed in the
distal LAD (Figure 1C). 3 years after the LAD stenting, repeat CAG
showed a huge coronary aneurysm in the mid segment of the
stent(Figure 2).The patient subsequently underwent CABG with LIMA
to LAD.
